Close-to-community (CTC) providers have been identified as a key cadre to progress universal health coverage and address inequities in health service provision due to their embedded position within communities. CTC providers both work within, and are subject to, the gender norms at community level but may also have the potential to alter them. This paper synthesises current evidence on gender and CTC providers and the services they deliver.
community or in a basic primary health care facility (Lehmann and Sanders, 2007) . By having direct contact with communities, they can expand access to services and contribute to improve health outcomes. CTC providers include a variety of different types, roles and designations of health workers, with Community Health Workers (CHWs) constituting the largest group . Lewin et al., 2010 define a CHW as "any health worker carrying out functions related to health care delivery; trained in some way in the context of the intervention, and having no formal professional or paraprofessional certificate or degree in tertiary education" (Lewin et al., 2010, p7) . In addition, it is advocated that CHWs should be members of, and selected by the communities they serve (Lehmann and Sanders, 2007) .
The Sustainable Development Goals (SDGs) bring renewed emphasis on the importance of addressing the social determinants of health (UNDP, 2015) . Understanding and harnessing CTC providers' intermediary or interface role between communities and the health sector will also be fundamental to achieving universal health coverage, as their unique position means they are strategically placed to understand (and potentially address) the social determinants of health. CTC providers are also not only a key cadre for service provision but, as described by Perez and Martinez, are also 'natural researchers' embedded in community realities, and able to relay these realities to outsiders, including policy makers (Perez and Martinez, 2008) . CTC providers' experiences should be listened to, not only to understand these realities, but also to ensure that they are appropriately supported to realise their potential as agents of social change (Kane et al., 2016) . Richard Horton highlighted another key area of focus for achieving the SDGs when he wrote that SDG 5 (achieve gender equality and empower all women and girls) is the neglected SDG for health (Horton, 2015) . There is growing literature around gender inequities within human resources for health (Dhatt et al., 2017; George, 2007; Standing, 2000) . Still, there is limited country and project specific gender analysis of CTC service provision and the ways that gender dynamics shape CTC providers' experiences and their ability to deliver quality health services and address inequities. Research on how gender shapes CTC service provision has also not featured largely in health research or policy, and is an important gap to address (George, 2007; Östlin et al., 2011) .
This paper aims to add to current literature, as well as provide a critical synthesis of the existing knowledge around gender and CTC health service provision. We present the challenges and opportunities across diverse geographical and programmatic contexts in order to provide key recommendations for policy makers to promote gender equitable CTC provider programmes. The conceptual framework presented in the results provides a visual representation of the factors affected by gender norms that impact the working lives of CTC providers that emerged from both the empirical research conducted as part of the REACHOUT consortium and the international literature. Although we acknowledge that gender as a concept is non-binary, our analysis focused on the distinctions between men and women, in line with the World Health Organisation's definition: "Gender refers to the socially constructed characteristics of women and mensuch as norms, roles and relationships of and between groups of women and men" (WHO, 2011, p15) .
There is also increasing acknowledgment of the need for an intersectional approach to gender analysis, which is critical to understanding the way different social stratifiers and power structures influence health inequities. CTC providers often have a lower socioeconomic status, educational level, and are predominantly women. They sit at the bottom of the health system hierarchy and are subject to the structural power relations which shape the health sector and their societies (Larson et al., 2016) . These factors can influence their experience of gendered norms and relations. Where possible we have tried to bring an intersectional lens to the data presented, however, this data is largely missing from this emerging topic.
Methodology
This study uses a two-stage exploratory approach to synthesise learning on CTC providers' gendered experiences. The first stage was qualitative research across six country contexts ( Indonesia, Malawi, Mozambique, Kenya) undertaken as part of the REACHOUT consortium between 2013 and 2014 (Koning et al., 2014) . This revealed gender to be an important factor in shaping CTC provider experience, prompting the need for the second stage of this study, a focused review on gender and CTC providers, which took place from January-September 2017.
Stage 1, qualitative research across six countries
The REACHOUT consortium conducted primary research focused on factors influencing performance of CTC providers (Kok et al., 2015a) . Qualitative research was most appropriate to obtain in-depth insight into supervision of CTC providers and barriers and facilitators into CTC provider motivation and performance (Pope et al., 2002) . Participants (see Table 1 ) were purposively selected for diversity of age, gender, geographical location and experience. Common topic guides for focus group discussions (FGDs) and semi-structured interviews (SSIs) with CTC providers, policymakers, managers, and community members were developed. These were informed by a previous systematic review presenting an analytical framework on factors influencing the performance of CTC providers (Koning et al., 2014) and domains focused on tasks, roles and responsibilities, training and support, supervision, communication and relationships, motivation, referral, recruitment and incentives (Chikaphupha et al., 2016; Give et al., 2015; Kok et al., 2015b; Mahmud et al., 2015; McCollum et al., 2016; Nasir et al., 2016; Ndima et al., 2015; Otiso et al., 2017) .
Each country context used local health systems researchers, experienced and trained in qualitative data collection. Semi-structured topic guides were developed in English and translated into local language and back-translated for consistency. The topic guides were piloted and adapted. All participants provided informed consent; SSIs and FGDs were digitally recorded, transcribed and translated into English. A sample of transcripts was randomly checked against the recordings by one researcher per country. Daily debriefing sessions were held with all data collectors in each context to discuss key findings, encourage reflexivity, summarise notes and observations, identify saturation of themes and refine lines of inquiry. The transcripts were independently read in pairs by four researchers per country to identify key themes and develop a coding framework. This process used open-coding (Charmaz, 2014) , combined with a pre-defined common framework of factors that could influence CHW performance common across all six countries (Koning et al., 2014) . Transcripts were coded using NVivo (v.10) software, emerging themes were discussed, and the coding refined. The coded transcripts were further analysed and summarised in narratives by theme. Each country validated findings via meetings with district health offices. Although gender issues were not the focus of the studies, they emerged inductively in our data analysis. Queries were run on this data to explore findings related to gender norms and discussed within country teams (national analysis) and across the whole REACHOUT consortium team (inter-country analysis).
Ethical approval was granted by KIT Royal Tropical Institute, Amsterdam for the generic protocol. Each of the six countries obtained ethical clearance from their respective national ethics committee.
Stage 2:
A systematic review to explore the impact of CTC providers' gender on their role and service provision in low and middle income countries Methods for systematic reviews employing qualitative data are still developing, with many approaches emerging in this area (Barnett-Page and Thomas, 2009; Seers, 2015) . One method is critical interpretive synthesis, which takes a grounded theory approach and uses techniques from qualitative research to guide an iterative process to the review process (Barnett-Page and Thomas, 2009; J. Corbin and Strauss, 1990; Dixon-Woods et al., 2006a) . We deemed the critical interpretive synthesis approach most appropriate for the following reasons:
1) It is well suited to the emergent and exploratory nature of our review question: 'How do gender relations impact the working lives of CTC service providers?' This called for an organic approach to development of the search title and the search strategy (Dixon-Woods et al., 2006b ) 2) Critical interpretive synthesis is a systematic approach facilitating the analysis of complex and diverse bodies of literature. This may include qualitative and quantitative data and includes forms of evidence that are traditionally excluded in conventional systematic reviews but that may be pertinent to an emerging research topic (Ako-Arrey et al., 2016; Dixon-Woods et al., 2005 , 2006b ) 3) Data is used to generate key themes and the relationships between them and presented in a conceptual framework. Demonstrating the complex interplay of these linkages is critical to better understanding the CTC providers' interface role and how this is shaped by gender in different contexts (Dixon-Woods et al., 2006b) To help define a search strategy, eight papers were purposively selected for relevance (these were identified through searching the literature, discussions with stakeholders, including authors of relevant work at conferences) (Dixon-Woods et al., 2006b) . The papers were mapped for relevant MeSH (Medical Subject Headings) terms and keywords using a MeSH analyser tool (Yale, 2015) . These were used to define a search strategy for MeSH terms and related keywords pertaining to CTC providers, gender and low and middle income countries (see annex 1) to identify further relevant literature. Four databases were searched including SCOPUS, Medline, Cinahl and Global Health. Relevant papers were identified. Citation searches as well as searches of the reference lists of relevant papers were then performed, alongside ongoing consultations with experts to identify other papers of interest. A total of 58 papers met the study inclusion criteria ( Fig. 1 ), these were then assessed for quality. Papers were then critically reviewed to assess impact of gender in CTC experiences and programmes and the authors' positionalities were analysed where explicit. Data were then independently extracted into a common data extraction table. This allowed for the development of themes, reflection and critique of papers with a particular focus on how gender norms and power relations shape CTC experiences and programmes. Themes, and the relationships between them, were then synthesised into a theoretical framework (Dixon-Woods et al., 2006b) . Fig. 1 . Flow chart of the systematic review selection process.
Quality assurance
Stage 1: We reviewed and ran queries on the primary data (in the NVivo files) and presented the findings back to the wider diverse group of researchers from the six countries via the conceptual framework over the course of the REACHOUT consortium meetings. This was done to trigger and capture in depth discussions, reflect on our own experiences and positionalities and to discuss the extent to which it reflected the different contexts.
Stage 2: Aligned with the iterative approach to searching the literature adopted in critical interpretive synthesis and to enhance the trustworthiness of our analysis and identify further relevant literature, we conducted ongoing stakeholder consultation and critical reflections as a knowledge translation component (Arksey and O'Malley, 2005; Dixon-Woods et al., 2005; Dixon-Woods et al., 2006b) . This involved presentations and discussions at conferences, in webinars and within the Thematic Working Group on Strengthening and Supporting the Role of Community Health Workers in Health Systems Development, of the Health Systems Global network (see annex 1). The large multi-disciplinary team were in continual dialogue, both within the team and with external stakeholders, to ensure the analysis and conceptual framework presented represents many perspectives across contexts.
Identified papers were double read to decide suitability for inclusion. When the two readers (RS, RM) disagreed a third adjudicator was sought (MT). Two authors (RS, RM) independently reviewed each paper for quality using the recognised Critical Appraisal Skills Programme assessment tool for qualitative research studies (CASP, 2013) , and came together to agree on a final score. The critical interpretive synthesis approach was followed: studies which indicated most relevance and quality, were given greater weighting in the synthesis (Dixon-Woods et al., 2006a , 2006b however, studies of all quality levels were included to give an overview of context globally, with an assumption that some methodologically weaker papers are theoretically and conceptually important (Ako-Arrey et al., 2016; Entwistle et al., 2012; Flemming, 2010) .
Results
The results from the critical interpretive synthesis and the primary data collection are presented together according to the themes that emerged, and in relation to the individual CTC provider level, the community level, and health systems level. We present the gendered assets and challenges to health service provision and then describe opportunities for change and empowerment.
The interface of the CTC provider between the community and the health system (which the community is a part of) and how gender norms cut across the different levels and influence the factors is shown in Fig. 2 . This is turn is mediated by other axes of inequity (shown on the left), and the political economy and health systems context (shown to the right). Table 2 displays the studies included in the review by theme, and countries of mention by theme.
Individual CTC provider level

Influence of family and household dynamics
Power relations can influence people's decision whether to become CTC provider. Lack of family support is a common challenge to taking up this work, as signalled across the international literature (Ahmed et al., 2017; Alam and Oliveras, 2014; Alam et al., 2012b; P. C. Campbell and Ebuehi, 2011; Condo et al., 2014; Daniels et al., 2005; Fotso, 2015; Greenspan et al., 2013; Hoodfar, 2010; Jackson and Kilsby, 2015; Khan et al., 2012; Miller et al., 2014; Mumtaz et al., 2003; Najafizada et al., 2014; Nandi and Schneider, 2014; Newman et al., 2011; Nyanzi et al., 2007; Olang'o et al., 2010; Rahman et al., 2010; Razee et al., 2012; Saprii et al., 2015; Sharma et al., 2014; Tripathy et al., 2016) . In Kenya, a study found that husbands and children of female volunteer CTC providers, perceive the work as of low economic value to the family, which negatively affects participation (Olang'o et al., 2010) . Family disapproval was also cited as a reason for attrition among female CHWs in Bangladesh (Alam and Oliveras, 2014) and in Pakistan, a lack of family support is felt by Lady Health Workers (LHWs), as cultural norms dictate that it is 'disrespectful' for females to interact with members of the other sex (Mumtaz et al., 2003) .
In Afghanistan, family support is often a necessity to the role as the male head of the family needs to give permission for women to become CHWs (Najafizada et al., 2014) . Likewise in Iran, obtaining a husband's permission is required to for women to leave the marital home and hold a job (Hoodfar, 2010) . Where husbands refused permission for their wives to become a CTC provider this was linked to an unwillingness to give up control over the time and mobility of their wives, concerns that women's volunteer work might lead to neglect of family responsibilities, and fears about the safety of women going door to door (Hoodfar, 2010) . Women used their initiative to devise strategies that would appease their families' concerns, e.g. by travelling in teams of two, indicating women's agency in strategies to expand their roles beyond the conventional restrictions of home and family (Hoodfar, 2010) .
In CTC programmes where female CTC providers are required to live in the same community that they work in, marriage to someone from a different community can be another cause of attrition. Our primary data revealed that in rural areas of Ethiopia, Kenya, and Malawi attrition or transfer among female CHWs was attributed to marriage that caused women to move out of their (home) village.
"One of the [Health Surveillance Assistants] has been transferred … the other one was at Phare where there was a female [Health Surveillance Assistant] who has followed her husband to Dowa."
Health Surveillance Assistant, Malawi
In Ethiopia, strict policies that prevent female Health Extension Workers transferring to another health post, is a frustration for many women wanting to move to their husband's village. The policy has since been revoked but is rarely enforced, and forces partners to either live apart, or women to leave their position as a Health Extension Worker.
"Agriculture development agents are getting transfer, education … We also have the right to get married. We have to be with our husband as like other sectors doing. There is a provision of government which says "the wife and the husband should not separate 
Relevant studies
Countries of mention Influence of family and household dynamics Ahmed et al., 2017; Alam and Oliveras, 2014; Alam et al., 2012b; Campbell and Ebuehi, 2011; Condo et al., 2014; Daniels et al., 2005; Fotso, 2015; Greenspan et al., 2013; Hoodfar, 2010; Jackson and Kilsby, 2015; Khan et al., 2012; Miller et al., 2014; Mumtaz et al., 2003; Najafizada et al., 2014; Newman et al., 2011; Nandi and Schneider, 2014; Nyanzi et al., 2007; Olang'o et al., 2010; Razee et al., 2012; Rahman et al., 2010; Saprii et al., 2015; Sharma et al., 2014; Tripathy et al., 2016 Afghanistan, Bangladesh, Ethiopia, The Gambia, India, Iran, Kenya, Lesotho, Pakistan, Papua New Guinea, Rwanda, South Africa, Tanzania, Uganda Safety and security Ahmed et al., 2017; Fotso, 2015; Hoodfar, 2010; Jackson and Kilsby, 2015; Khan et al., 2012; Miller et al., 2014; Nyanzi et al., 2007; Razee et al., 2012 Ethiopia, The Gambia, India, Iran, Pakistan, Papua New Guinea, Uganda Acceptability Abbott and Luke, 2011; Ahmed et al., 2017; Alam et al., 2012a; Alamo et al., 2012; Elazan et al., 2016; Feldhaus et al., 2015; Fotso, 2015; Gittings, 2016; Geldsetzer et al., 2017; Hill et al., 2008; Javanparast et al., 2011; Jenkins, 2011; Jenson et al., 2014; Kipp and Flaherty, 2003; Kambarami et al., 2016; Katabarwa et al., 2001; Miller et al., 2014; Mohan et al., 2003; Müller et al., 2010; Mumtaz et al., 2015; Najafizada et al., 2014; Newman et al., 2011; Olang'o et al., 2010; Uzondu et al., 2015 Afghanistan, Bangladesh, Ghana, India, Iran, Kenya, Lesotho, Nigeria, Pakistan, Peru, Rwanda, South Africa, Swaziland, Tanzania, Uganda, Zimbabwe Mobility Ahmed et al., 2017; Ahmed et al., 2017; Ahmed et al., 2017; Ahmed et al., 2017; Elazan et al., 2016; Feldhaus et al., 2015; Fotso, 2015; Hoodfar, 2010; Jackson and Kilsby, 2015; Miller et al., 2014; Mohan et al., 2003; Müller et al., 2010; Mumtaz et al., 2003; Newman et al., 2011; (Rahman et al., 2010; Saprii et al., 2015; Sharma et al., 2014; Uzondu et al., 2015 Bangladesh, Ethiopia, India, Iran, Lesotho, Nigeria, Pakistan, Rwanda, Tanzania, Uganda
Working conditions, career opportunities and performance Alamo et al., 2012; Bagonza et al., 2014; Clemmons et al., 2002; Crispin et al., 2012; Daniels et al., 2005; Daniels et al., 2012; Devkota and van Teijlingen, 2010; Eskandari et al., 2016; Jackson and Kilsby, 2015; Javanparast et al., 2011; Jenson et al., 2014; Katabarwa et al., 2001; Kipp and Flaherty, 2003; Miller et al., 2014; Mohan et al., 2003; Mumtaz et al., 2003; Nyanzi et al., 2007; Sharma et al., 2014; Topp et al., 2015; Tripathy et al., 2016 Cameroon, Ethiopia, The Gambia, India, Iran, Kenya, Nepal, Nigeria, Pakistan, South Africa, Tanzania, Uganda, Zambia
Remuneration and incentives Dorwie and Pacquiao, 2014; Greenspan et al., 2013; Jackson and Kilsby, 2015; Jenkins, 2009; Miller et al., 2014; Mumtaz et al., 2015; Nandi and Schneider, 2014; Newman et al., 2011; Olang'o et al., 2010; Rahman et al., 2010; Swartz and Colvin, 2015; Topp et al., 2015; Utomo et al., 2006 Bangladesh, Ethiopia, India, Indonesia, Kenya, Lesotho, Pakistan, Peru, Sierra Leone, South Africa, Tanzania Zambia
Selection & recruitment Nandi and Schneider, 2014 India Empowerment and Leadership Alam et al., 2012b; Campbell and Ebuehi, 2011; Condo et al., 2014; Corbin et al., 2016; Dorwie and Pacquiao, 2014; Hoodfar, 2010; Jackson and Kilsby, 2015; Jenkins, 2009; Miller et al., 2014; Mumtaz et al., 2003; Mumtaz et al., 2013; Mumtaz et al., 2015; Nyanzi et al., 2007; Najafizada et al., 2014; Saprii et al., 2015; Sarin and Lunsford, 2017; Tripathy et al., 2016; Utomo et al., 2006 Afghanistan, Bangladesh, Ethiopia, The Gambia, India, Indonesia, Iran, Pakistan, Peru, Rwanda, Sierra Leone, South Africa, Tanzania, Uganda due to work place"
Health Extension Worker, Ethiopia
From the literature, marriage, and its implications for relocation, was a factor that influenced attrition rates among female CTC providers. In Afghanistan, it is common for female CHWs to stop working when they get married and they are no longer willing to relocate for work (Najafizada et al., 2014) . These dynamics are also particularly acute in Pakistan where it is perceived to be shameful for a husband to relocate because of his wife's work (Mumtaz et al., 2003) .
Emerging from our empirical research and the international literature was also the expectation that female CTC providers are expected to fulfil household chores and care for the children and elderly family members in addition to their work. For example, Accredited Social Health Activists (ASHAs) in India were reprimanded by their husbands or elders if they did not fulfil their traditional role as good 'daughtersin-law' by completing domestic duties and social obligations (Saprii et al., 2015) . In South Africa, female respondents reported being pulled between domestic duties and their role as a CTC provider in the community (Daniels et al., 2005) and in Rwanda the varying and unpredictable intensity of the work was perceived to be detracting from time necessary for families (Condo et al., 2014) . Attrition due to conflict with family commitments also came out strongly in Bangladesh (Alam et al., 2012a; Alam and Oliveras, 2014) . These examples serve to highlight the multiple roles female CTC providers are asked to fulfil; often the main caregivers, it can be difficult for them, and their families, to justify volunteering their time, yet this remains largely expected of them.
Safety and security
Insecurity can affect performance among CTC providers. The REA-CHOUT consortium data indicated that safety was a challenge to service provision at night, and during the day in urban informal settlements in Kenya and Bangladesh, and to some degree in rural contexts in Kenya. In Kenya, there were reports of threats of violence by husbands in the community to CHWs wanting to conduct HIV testing, and reports of rape of CHWs. Participants suggested that female CHWs needed to be accompanied by security officers and called for attention to their safety.
"… Security for the CHWs is wanting; so many CHWs have been raped in the course of their work by the clients. CHWs need total security as they are also human beings, so we pray that if possible security should be provided. I know that at times it is not possible, for we pray if it is possible that this issue be looked upon." CHW, Kenya
Insecurity for female CTC providers was also an emerging theme in the literature (Ahmed et al., 2017; Dasgupta et al., 2017; Fotso, 2015; Hoodfar, 2010; HSG, 2016; Jackson and Kilsby, 2015; Khan et al., 2012; Miller et al., 2014; Mumtaz et al., 2003; Nyanzi et al., 2007; Razee et al., 2012) . In Odisha, India, ASHAs reported that safety was a concern and that they could not attend to expectant mothers at night as they were afraid to walk alone (Fotso, 2015) . Similar concerns were felt in Papua New Guinea, where female CHWs would ask male colleagues or their husbands to escort them during night visits demonstrating a pragmatic, problem solving approach taken to circumvent safety concerns (Razee et al., 2012) . Evidently, further action over the safety concerns facing this cadre needs to be taken, both in the context of Papua New Guinea -which has one of the highest rates of gender-based violence in the world (HRW, 2016) -and globally; tragic events in India in 2016 also saw the rape and consequent suicide of an ASHA, Somwati Tyagi, during the course of her work (Dasgupta et al., 2017) . Moreover, insecurity for CHWs can be particularly acute in conflict-affected settings. In times of conflict in the Democratic Republic of the Congo it is not uncommon for nurses to leave their posts for more secure locations leaving CHWs to take responsibility for clients. CHWs in the Democratic Republic of the Congo are commonly older women and they run a high risk of rape at the community level in times of conflict (HSG, 2016; Raven et al., 2015) .
Of particular note, the threat of violence and sexual harassment for female CTC providers is not only experienced within the community; the threat is also felt within the health system and demands attention. In Pakistan, LHWs were subject to sexual harassment from both upper management and lower level male staff within the health system (Mumtaz et al., 2003) . This was particularly demotivating for the LHWs, and some reported harassment during training by their male coworkers as a cause of attrition (Mumtaz et al., 2003) .
Community level
Acceptability
The sex of the CTC provider affected the acceptability and uptake of services in the community, shaped by gender norms, relationships and types of services offered. In all REACHOUT countries, female CTC providers were perceived to be more able than male CTC providers to encourage pregnant women to access facilities and in Mozambique and Malawi cultural norms formed a barrier to male CTC providers visiting women in their homes. This dynamic was corroborated in the literature (Abbott and Luke, 2011; Ahmed et al., 2017; Alam et al., 2012a; Alamo et al., 2012; Elazan et al., 2016; Feldhaus et al., 2015; Fotso, 2015; Geldsetzer et al., 2017; Gittings, 2016; Hill et al., 2008; Javanparast et al., 2011; Jenkins, 2009; Jenson et al., 2014; Kambarami et al., 2016; Katabarwa et al., 2001; Kipp and Flaherty, 2003; Miller et al., 2014; Mohan et al., 2003; Müller et al., 2010; Mumtaz et al., 2015; Najafizada et al., 2014; Newman et al., 2011; Olang'o et al., 2010; Uzondu et al., 2015) . Interestingly, a study in Uganda also found that female CTC providers had statistically significantly more female clients who kept family planning a secret from their spouses than male CTC providers (Kipp and Flaherty, 2003) . This suggests a notion of greater trust between women in the community and female CTC providers; trusting relationships have also been shown to impact on performance and is crucial to CTC providers intermediary position (Kok et al., 2017) .
These same gender norms can also impact upon the ability of CTC providers to perform their roles. Uptake of health services is often influenced by decision-making and norms at the community level. This in turn reinforces these norms within households (as household ideologies often reflect that of the community) and may constrain autonomy in decision making within households. The REACHOUT consortium qualitative research documented the influence of socio-cultural norms, gender expectations, and relationships regarding household decision making, where often husbands or mothers-in-law are the primary decision-makers.
"My challenge is the communities couldn't accept what I told about health facility delivery. The pregnant woman wanted to deliver at home because her husband didn't permit her to deliver in the health facility." CHW, Indonesia
This presents challenges for both female and male CTC providers in patriarchal societies, who negotiate situations where women may not be allowed to make decisions due to the influence of gender and generation. This was also demonstrated in the empirical research from Kenya, where patriarchal norms mean women who challenge their husbands' decisions are at risk of gender-based violence.
Male CTC providers may be well placed to gain male acceptance in receiving health messages in the community and help to transform gender norms. REACHOUT findings from Kenya found that the lack of male CHWs was perceived by the community to be a barrier to effective family planning and voluntary counselling and testing services for HIV.
The critical interpretive synthesis also demonstrated the complementary role of male CTC providers in increasing uptake of family planning services in India (Fotso, 2015) . ASHAs perceived the introduction of male CTC providers as an opportunity to counsel men in the community, who were responsible for decision making around their wives' health, that the ASHAs were previously unable to reach (Fotso, 2015) . Nevertheless, male CTC providers may be a barrier to the uptake of services among womenin Lesotho men were less accepted as they were perceived to have ulterior motives in the care setting and female clients reported vulnerability to sexual exploitation as men were seen to be untrustworthy when it comes to sex (Newman et al., 2011) . Men who did take on a caregiving role were stigmatised by community members, as caregiving was associated with a feminine social identity (Newman et al., 2011) . In Tanzania, both male and female CTC providers were accused of conducting house visits due to adulterous motives; CHWs were encouraged to conduct house visits in male and female pairs to mitigate this (Feldhaus et al., 2015) .
Issues of mistrust of provider by sex emerged from our qualitative research, causing a barrier to service provision; husbands in Kenya were suspicious of young male CHWs visiting their wives at home, demonstrating how gender discrimination intersects with other axes of inequity such as age, and marital status to shape interactions between CTC providers and different household members.
"There are gender and age barriers in the community … For example, the CHEW [Community Health Extension Worker] is a young man and they know that you are not married so when you visit the home the people will be wondering whether you are going after their daughters or their young wives … And when you are young lady and you are coming to talk about family planning, they will feel that you don't know what you are talking about since you are not married and you have never given birth to a baby" CHW, Kenya
Mobility
Although communities may prefer female CTC providers for certain tasks (e.g. maternal health services), women may also face challenges at the community level. The challenges of restricted mobility can hinder female CTC providers' ability to do their job (Ahmed et al., 2017; Elazan et al., 2016; Feldhaus et al., 2015; Fotso, 2015; Hoodfar, 2010; Jackson and Kilsby, 2015; Miller et al., 2014; Mohan et al., 2003; Müller et al., 2010; Mumtaz et al., 2003; Newman et al., 2011; Rahman et al., 2010; Saprii et al., 2015; Sharma et al., 2014; Uzondu et al., 2015) . Cultural restrictions around women's movement obstruct both women's access to healthcare, and CTC providers access to client's homes (Alam et al., 2012a; Mumtaz, 2012; Najafizada et al., 2014; Rahman et al., 2010) . To circumvent women's consequent poor access to healthcare in Pakistan, the government introduced Lady Health Workers (LHWs) (Mumtaz, 2012; Mumtaz et al., 2003) . However, these discriminatory social norms also meant that LHWs' movement was attributed to a loss in social status among the women performing this role, and lead to marginalisation of LHWs by their families and community members (Mumtaz, 2012; Mumtaz et al., 2003) . LHWs reported having to ask a brother, mother, or husband to accompany them on their duty rounds, limiting their ability to do their job (Mumtaz et al., 2003) , the reasons why this was limiting were not explicit from the paper however this would likely lead to a dependence on another family member's availability and potentially infringe on CTC provider-client confidentiality. A study by Saprii et al. in India found issues of topography can also make female mobility difficult and these were exacerbated when combined with ethnic conflicts. These two things led to frequent road closures, insecurity, and were detrimental to health services (Saprii et al., 2015) .
Gender norms and their influence on mobility can have implications for the implementation of CTC programmes. This was demonstrated in Northern Nigeria where male CHWs were provided motorcycles by the local government (Uzondu et al., 2015) . Female CHWs however, were prevented from exposing their legs due to conservative Islamic beliefs and were not allowed to use motorcycles until programme developers held an advocacy meeting with traditional leaders in which they consented to women riding 'gender-sensitive' motorcycles (that did not expose their legs) (Uzondu et al., 2015) . Similar dynamics were shown in the Afar region of Ethiopia where the few male CHWs were provided with bicycles (Jackson and Kilsby, 2015) . The men expressed discomfort with the situation and would have liked to see their female colleagues be given the same benefit (Jackson and Kilsby, 2015) .
Gendered religious customs were also found in Afghanistan where it is preferable to have both a male and female CHW at health posts yet Islamic law dictates men and women cannot interact unless they are 'Mahram' -relatives of the other sex (Najafizada et al., 2014) . Such belief systems may have repercussions for the health system in recruitment and employment of CTC providers and serve to highlight the complexity of gender relations and their connection with faith. In India ASHAs are also limited by religious boundaries, where Hindu ASHAs were not able to enter Muslim homes (Sarin and Lunsford, 2017) . There are also instances where faith enables CTC providers to transcend cultural norms. For example, in South Africa a male pastor interpreted his ability to provide intimate care, traditionally deemed female labour, not because of his commitment to challenge gender norms, but because of his Christian ethic of care (Swartz and Colvin, 2015) . In Bangladesh, unmarried CHWs were referred to as 'girls' (as opposed to women) and felt uncomfortable moving around the community, this was overcome once they started to wear a Muslim headdress 'niqab', increasing their confidence when travelling (Rahman et al., 2010) . This demonstrates the power of observing religious customs over adhering to gender and socio-cultural norms, in building trust and respect within the community.
Health system level
Working conditions, career progression and performance
The REACHOUT consortium data from Malawi revealed that although Health Surveillance Assistants in Malawi are both male and female, men are more likely to be in supervisory roles. Low female education and literacy were cited as reasons for women's lower position in the health system hierarchy, emphasising the intersect between gender and education. In Ethiopia, a lack of career advancement opportunities were a cause of demotivation and attrition among Health Extension Workers.
The lower position of women within the health system may also not solely rely on education and other opportunities for skill development. In Afghanistan, restricted mobility was cited as a barrier to women taking on supervisory roles (Najafizada et al., 2014) . Challenges of the competing demands that women face with regards to their domicile status may also make upward mobility for women more difficult. A lack of opportunities for women to advance also means that women have less opportunity to improve their socio-economic status. In Pakistan, LHWs have had minimal increase in salary, including those with 30-40 years of service (Mumtaz et al., 2003) . This, coupled with a lack of clear job descriptions for LHWs, and an expectation they will perform whatever task is required, leads to demotivation and poor performance (Mumtaz et al., 2003) . In India, lack of clear job descriptions and lack of promotion for good performance alongside an absence of 'employee status' for female ASHAs also led to frustration (Sharma et al., 2014) . Of note, these issues were raised in female only CTC provider programme contexts and begs the question: would this be acceptable for men? Jackson and Kilsby argue this question should be the litmus test for decisions around working conditions for female health extension workers in Ethiopia (Jackson and Kilsby, 2015) , but we would argue this should be extended to all female CTC provider programmes.
A study on community antiretroviral therapy and tuberculosis treatment supporters in Uganda, found that males lost more patients for follow up than females (Alamo et al., 2012) . A study in Kenya demonstrated that while male CHWs were 60% more likely to keep better records than female CHWs, women were 58% more likely to counsel and 71% more likely to be able to convince their clients to adopt evidence-based maternal care practices than men (Crispin et al., 2012) . Similarly, in Lesotho women saw themselves as having a greater ability to talk clients into adherence (Newman et al., 2011) . In Kenya, it was not only ability that was affected by gender but roles and responsibilities. Male CTC providers were suggested to be fearful of performing certain tasks e.g. changing soiled bedsheets and washing patientsit was suggested that only women possessed the tolerance to be able to perform these duties and many women saw it as their 'natural duty' (Olang'o et al., 2010) .
When appropriate and supportive policies are not in place, reproductive roles can also impact upon performance due to frequent absenteeism due to pregnancies and other maternal health issues. Sharma et al. reported that as many ASHAs belong to the reproductive age group (25-40 years), frequent periods of maternal leave affected service delivery; though noted this was in part due to the absence of any government policy to make interim arrangements during an ASHA's maternity leave (Sharma et al., 2014) . In Ethiopia, working through pregnancies and menstruation periods was mentioned as a hardship for female Health Extension Workers, who would continue to walk long distances during these periods (Jackson and Kilsby, 2015) .
Remuneration and incentives
Lack of proper remuneration can be a cause of high attrition rates among CTC providers, which can have negative effects on the cost-effectiveness and sustainability of programmes. The REACHOUT consortium qualitative research found that attrition rates of male volunteers in both rural and urban areas in Kenya and Malawi was high due to the gendered role of men as breadwinners, making commitment to a voluntary role challenging.
"… [in] slum sectors where the guys are working in a casual business, you will find out that you have recruited so many guys, that is the men, but by the end of it all you will find that men do go for some job outside the area in the day time and come back at night. Women are the ones who most of the times stay around, so we have to consider that one." CHW, Kenya
Remuneration also came out as a theme in the literature (Dorwie and Pacquiao, 2014; Greenspan et al., 2013; Jackson and Kilsby, 2015; Jenkins, 2009; Miller et al., 2014; Nandi and Schneider, 2014; Newman et al., 2011; Olang'o et al., 2010; Rahman et al., 2010; Swartz and Colvin, 2015; Topp et al., 2015; Utomo et al., 2006) . One study from Zambia found that women were significantly more likely than men, to agree that they joined an HIV volunteer programme because they wanted "to receive things and allowances", "get a paying job" or because they "have no job" (Topp et al., 2015) , highlighting the disparity between paid career opportunities for men and women. In Lesotho, lack of payment for HIV-related caregiving reinforced the gendered segregation of the caring role, where women and girls make up the most of the informal and largely unpaid care workforce (Newman et al., 2011) . The community perceived men's free labour as a farce, whereas women were expected to work for nothing (Newman et al., 2011) . Typically, women are 'vertically segregated' to lower, less well-paid jobs and it has been argued that gender segregation in the labour market is also of the most profound and enduring dimensions compared with segregation by race or class (Newman et al., 2011) . An intersectional lens is also particularly important in understanding remuneration in low and middleincome countries where women are often at the lower end of the gender-class-socioeconomic hierarchy (Mumtaz et al., 2003) .
Payment needs vary across contexts. In rural and urban Sierra Leone female traditional birth attendants are often the breadwinners of the family (Dorwie and Pacquiao, 2014) and rely on income generated from the role. Lack of or irregular payments can also impact on performance and relationships with the community as demonstrated in the ASHA programme in India (Saprii et al., 2015) . ASHAs felt unable to manage the basic needs of their families and children's education which resulted in pressure from husbands and family members to discontinue their role (Saprii et al., 2015) . Highlighting the complexities of how social norms and beliefs play out across contexts, in some settings volunteer status is a necessity for social acceptance. In Iran, alongside the salaried CHW programme that recruits both men and women, a female only Volunteer Health Worker cadre has been in existence since 1992. The volunteer status of this all-female cadre aligns with social norms that dictate women should not earn money (Hoodfar, 2010) . This is in part due to men feeling their position of authority over their wives is derived primarily from their economic power; a voluntary status meant husbands were more accepting of their role, and were proud of the knowledge and respect that their wives have earned (Hoodfar, 2010) . Nevertheless, programmes need to be able to evolve. While voluntary roles may have been historically necessary to gain acceptance, once the role is established, the issue of remuneration should be re-evaluated to ensure women are not being exploited and can gain economic independence.
Selection and recruitment policies
The REACHOUT consortium qualitative data demonstrated the role village heads and village health committees play in influencing the selection and recruitment of CTC providers. However, there are also gendered factors that may influence recruitment of CTC providers. In Mozambique, the stipulation that Agentes Polivalentes Elementares attend a four-month residential training programme may make it difficult for women to take up the role due to gendered household responsibilities. In addition, women's poorer educational status means men are more able to fill the roles.
"In the community, a majority of us women didn't get the opportunity to go to school; our fathers didn't allow us to go to school. And in the APE [CHW] activities you must know how to read and write in order to not give the wrong medicine to the community. … Some women know how to write and read; however, some husbands refuse to allow their wife to become an APE, arguing that she will have a relationship with other men during the training and that she will not have time to take care of the household and the children."
Mother, Mozambique
In India, when selecting CTC providers for the Mitanin programme, the community and village council members considered factors such as mobility, ability to speak, leadership qualities, availability of time and family obligations, along with her being from the same village and of the same socioeconomic profile (Nandi and Schneider, 2014) . For programmes that select both male and female CTC providers these types of considerations may inadvertently preference men.
Overcoming gendered challenges to CTC programming through trust, empowerment and leadership
Despite the above limitations for females, being a CTC provider can be an empowering experience. While this is true for both men and women, the effects can be more pronounced for women. The REACH-OUT consortium data from Bangladesh found that trust and respect for CTC providers from community members enabled women to gain confidence in negotiating challenges, and largely work freely and without difficulty outside the home.
"No, I don't face any problems. I go at 2.00am too. No one says anything. Even the Mafias [referring to the leaders of local thugs] don't say anything to me. Their children's delivery also happens by my hand. They know that they need me. If I go somewhere late at night, they understand that I have a delivery to attend. That day I went to Kolapara at 2.00am. On the way I met a Mastan [referring to a greatly feared local leader]. He asked me, 'Aunty, where are you going?'. I told him, 'Kolapara, a patient's house.' He told me, 'You can go, Aunty. There's no problem. If there's any problem, just tell them my name.' Then I said, 'You guys are the Mastans. If you don't do any harm to me, who else would do it?' I talked like this. They respect me. That's why he didn't say anything."
Dai, Bangladesh
Gender roles and relations are in flux; and empowerment of female CTC providers has been seen across many contexts (Alam et al., 2012b; P. C. Campbell and Ebuehi, 2011; Condo et al., 2014; J. H. Corbin et al., 2016; Daniels et al., 2005; Dorwie and Pacquiao, 2014; Hoodfar, 2010; HSG, 2016; Jackson and Kilsby, 2015; Jenkins, 2009; Miller et al., 2014; Mumtaz et al., 2015; Mumtaz et al., 2003; Mumtaz et al., 2013; Najafizada et al., 2014; Nandi and Schneider, 2014; Newman et al., 2011; Nyanzi et al., 2007; Saprii et al., 2015; Sarin and Lunsford, 2017; Tripathy et al., 2016; Utomo et al., 2006) . In Afghanistan, being a CHW enables women to move more freely in the community in order to visit other women in their homes. This was reported to be an empowering experience for female CHWs (Najafizada et al., 2014) . In Palestine, building trusting relationships with village steering committees, village councils, and the wider community helped overcome issues female CTC providers faced around lack of mobility and acceptance (HSG, 2016) . Community acceptance of female CTC providers also contributed to acceptance of other working women in the community. Palestinian female CHWs have become highly respected members of the community, serving as role models for other women (HSG, 2016) .
CTC providers have also emerged as local leaders in a space where women may contribute in a limited way to local politics. In Pakistan, Mumtaz et al. found that changing aspirations, coupled with economic benefits, are some of the reasons women seek work as a LHW (Mumtaz et al., 2003) . Women's potential to contribute to the economy of the family is being recognised by women and their familiesrepresenting a fundamental change in the cultural norms that govern this society (Mumtaz et al., 2003) . In Iran, the opportunity for women to adopt a public role in the health worker programme has led to more democratised households (Hoodfar, 2010) . Like Pakistan, Iran has also seen the emergence of women as local leaders and political activists. Volunteers have become skillful in gaining support from the Ministry of Health and became involved in advocacy via petitions and local media campaigns to lobby for broader health and well-being services for the community (Hoodfar, 2010) . In India, where women are usually excluded from becoming members of the village council, ASHAs proactively negotiated with the community and helped to set maternal health as a priority in the village development agenda (Saprii et al., 2015) suggesting gender transformation is occurring at the community level.
In South Africa, the role of a Lay Health Workers has allowed women to feel empowered to seek further skills, opening up opportunities for development (Daniels et al., 2005) and in Lesotho, the caregiving role was seen as a source of power for women in the community (Newman et al., 2011) . Research from India also found that the position of ASHA allowed women to take on a separate identity from their husband or father and they were seen as more than just 'somebody's wife', or 'somebody's daughter' (Sarin and Lunsford, 2017) . Critically, another study on the ASHA programme found the position transformed harmful gender norms and meant some women were no longer at risk of gender based violence in their own homes, as they worked to address this issue within the community (Nandi and Schneider, 2014) .
Discussion
This paper synthesises empirical research and literature from multiple sources and country contexts to demonstrate the ways in which gender norms and power relations shape CTC providers' experiences and interactions at individual, community, and health systems levels. While there is growing interest in gender and human resources for health, the focus on CTC providers brings additional insights into an often-overlooked cadre of health workers and gives direction to generalisable priorities and lessons for policy and practice.
Gender interactions are complex and in flux
Health professionals' experiences at all levels of the health system are shaped by gender norms and power relations (Dhatt et al., 2017; Standing, 2000) . Most navigate gender norms from an institutional space in which they interact with communities but leave at the end of the day. By contrast, CTC providers predominantly operate within their own community and household spaces and continuously navigate relationships from the bottom up and within the existing hierarchies on a constant basis.
Our conceptual framework demonstrates some of the ways gendered relations act on CTC providers at different levels in ways which interlink, are complex and vary by context. For example, safety and security cuts across all three levels of our conceptual framework: it impacts on individual CTC providers' own experiences of safety, both within the community and the health system, and how safe they feel in their daily role. It also influences individuals within the community in the form of neighbours and family members who may be recruited to help ensure CTC provider safety. Similarly, recruitment is shaped by both community norms and the health system, including the policies that dictate choice and procedures.
Current policies and ways of working are implicitly set to male norms; greater female representation in policy making positions is crucial to bringing about change in this area (Standing, 2000) . For example, in Mozambique, policy dictates all new Agentes Polivalentes Elementares must undergo four months of training, which brings challenges for some women due to domestic and childcare obligations. Bringing a stronger gender analysis to CTC programme policies is vital to ensuring gender equity and sustainability within CTC programmes.
Women working as CTC providers in a patriarchal society are presented with many challenges. Nevertheless, the notion of empowerment came out strongly from several contexts as something that sets apart female CTC providers from other women in the community. In some settings women were attracted to the role because of the gender inequality in their community and they saw the position as a way to improve social status, upgrade their education and as a potential conduit into higher-level jobs within, and outside, the health system.
Policy implications for CTC programmes
Context matters in health systems; focussing on CTC providers highlights this as gender, poverty, power and other axes of inequality play out in different ways at the community level . Whilst there is no blueprint for how gender impacts CTC providers, our results have shown that there are similarities across contexts allowing comparisons and recommendations for policy to be drawn. Based on this we present key areas for policy consideration:
1. Safety -Laws and policies that protect women who are working as CTC providers are of paramount importance. Everyone deserves the right to feel safe and protected by their employer and CTC providers are no different; ensuring safety of this cadre is important for realising universal health coverage and supporting female empowerment. Our findings have highlighted that patriarchal relations can manifest in particularly violent ways within many different settings which should prompt the health sector to introduce health and safety measures to protect those they have a duty of care to. 2. Remuneration -Literature demonstrates that women are paid far less than their male counterparts and undertake a significant portion of unpaid work (Sen and Ostlin, 2008) . Remuneration in CTC provider programmes varies greatly, some are volunteers without any incentives or financial compensation whereas others are formally employed and paid salaries by the health sector. Unpaid or poorly paid positions tend to attract women who may have more limited prospects to secure other paid work (Newman, 2014 ). Yet, by paying female CHWs a rate that is not deemed 'acceptable' for men CTC provider programmes are further perpetuating the inequalities that exist and placing women at further risk of male power. Women's unpaid caring work needs to be formally recognised and valued to break the harmful gender norms that assume women are easier and cheaper to hire and that the women's labour is more pliant. Labelling the work as 'voluntary' also reinforces the perception that women have domestic duties they need to work around. This should be accompanied by strict recruitment criteria as programmes that promote payment of CHWs may also have unintended consequences. For example, in Mozambique, the revitalized CHW policy had an explicit preference for selecting women (MoH, 2010), however in practice communities selected men to play this role. The reasons for this are unclear but one theory is that men as 'breadwinners' are perceived as more deserving of paid work. Again, this is an area where policies accompanied by an enabling environment towards selecting women could empower female CHWs and enable men to pursue more traditionally female roles. Career progression opportunities and participation in leadership -There is a growing body of analysis concerning gender inequities in leadership within the health sector at international, national and institutional levels showing how women are underrepresented in leadership roles (Dhatt et al., 2017) . Arguably, male and female CTC providers are leaders within their own community. However, evidence shows that female CHWs are less likely to advance into decison-making positions as leadership roles are often reserved for men (C. Campbell et al., 2009; Newman, 2014; Sen and Ostlin, 2008) . These opportunities for professional development and promotion within CTC programmes are often lacking. This needs to be built into the system of CTC programming to encourage women to progress into higher levels of the health system and leadership positions if they so desire and provide the opportunity for women to input into health systems policy development (C. Campbell et al., 2009; P. C. Campbell and Ebuehi, 2011; Daniels et al., 2012; Jackson and Kilsby, 2015; Mumtaz et al., 2015; Najafizada et al., 2014) . CHWs are often unable to influence strategic level outcomes at work, such as priority setting, or resource allocation and planning (Kane et al., 2016) . By giving CTC providers a platform to input into policy development we would not only contribute to their empowerment, but also promote their role as agents of social change. In turn, this may challenge some harmful gender norms and build opportunities for them to realise their potential to build more responsive and inclusive health systems. Finally, workplace policies need to be put in place that support women in balancing paid employment and the domestic roles that disproportionately fall upon their shoulders. In addition, measures like maternity leave and sickness pay can assist female CTC providers in remaining in employment.
Health systems are microcosms of the societies they serve, mirroring and reinforcing norms and practices that are often gender inequitable and harmful. CTC providers have been shown to internalise and reflect the gender and socio-cultural biases of their environment (Sarin and Lunsford, 2017) . The health sector has a duty to reduce harm and foster well-being. Action to redress gender inequity and tackle other violent structures is arguably part of their core remit. The health system can be a mechanism for societal transformation, but first it must be aware of its own failings and weaknesses. While the health system does not enact policy and programmatic change to address the harmful impacts of gender inequity, we miss opportunities to work towards the fifth SDG. (UNDP, 2015) .
Strengths and limitations of our approach
This paper draws on two different strands of evidence and approaches which is not standardised and there was not a single coding system across the two strands of evidence. However, given the emergent nature of this topic we felt it was important to synthesise evidence from different sources to present a global overview of current state of knowledge. The critical interpretive synthesis methodology undertaken corroborated our findings and the synthesis adds range of contexts covered and helps to provide a global overview. A limitation of the critical interpretive synthesis process was that due to the large body of papers identified for inclusion and the lack of detail on author positionality, we were not able to critically discuss how the underlying studies were constructed in detail. We are also unable present the nuances of the socio-cultural norms and changing gender norms within each context. For example, there are changes in how the CTC provider role is perceived and in many communities there is less aspiration for young women to enter this role, particularly while it remains unremunerated (Raven et al., 2015) . Female CTC providers also want more for their young daughters (Jackson and Kilsby, 2015) ; the position is changing with time and context yet we treat them as a homogenised group. This highlights the need for more country-specific focussed research exploring gender norms framed within a historical context for CTC providers.
Gender influence was not explicitly built into our qualitative research design but emerged inductively. As we did not set out to investigate this, we missed opportunities to probe more deeply across the different levels and we were unable to link these findings to program impacts. Our research was also limited to current CTC providers' experiences. Hearing from ex-CTC providers may have produced interesting findings around attrition due to gendered experiences. The critical interpretive synthesis was limited to only English language only, however ongoing stakeholder discussions ensured that research from many different global contexts was included. Finally, whilst the themes have been conceptualised from an intersectional standpoint, the data does not allow us to fully disaggregate in this way.
Conclusion and way forward
Gender norms are context specific and thus there is no blueprint for gender responsive CHW programming. Furthermore, CTC providers are not homogenous groups -gender intersects with other axes of equity, which all play a role in shaping gendered experience. Principles of gender equity however, can be applied in all settings and will require a cultural shift to address broader power relations. Creating gender transformative policies would be a suitable starting point to ensure CTC providers are appropriately supported to overcome the inequalities that they face and so that they can take full advantage of their unique position as agents of societal and social change.
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Annex 1. Systematic review process
Phase 1 of the REACHOUT project involved 1) a review of the international literature on factors influencing the performance of CTC providers (150 studies and 46 reviews), 2) six reviews of country level literature on the subject in the REACHOUT countries, and 3) six country level qualitative context analyses that explored a range of CTC provider related issues at multiple levels of the health system. These literature reviews and qualitative studies were conducted during 2013-2014 and included searches in English, Bangla and Portuguese and informed the focused systematic review on gender that was conducted as part of this study in 2017.
The critical interpretive synthesis systematic review conducted for this paper, focused on gender and CTC providers. Four databases were searched: Medline (5th May 2017), Scopus (8th May 2017), CINAHL plus (8th May 2017) and Global Health (8th May 2017). In addition, reference lists of identified papers were combed for other suitable studies alongside citation searching and stakeholder consultation through the Thematic Working Group on Strengthening and Supporting the Role of Community Health Workers in Health Systems Development (see http://www. healthsystemsglobal.org/) identified further references. This search took place from January-September 2017. Conceptual saturation was reached and the quality of the studies was appraised. Studies of highest quality were given the most weighting in the analysis. paraprofessional OR paraprofessionals OR ′paramedical personnel' OR "health promoter" OR "barefoot doctor" #4 Gender or "gender factors" OR "sociocultural factors" OR "social determinants" OR "gender role" OR "gender influence" OR "gender relations" OR "interpersonal relations" OR "social norms" OR "social values" OR "intersectionality" OR "women's mobility" #5 LMIC OR "low n2 income countr*" OR "middle income countr*" OR "developing countr*" OR "global south" OR Africa OR Asia OR "low resource setting" #6 (Community AND Health AND Worker)
MeSH terms
#7
(MH"Community Health Workers") #8
(MH"gender Identity+") OR (MH "sex factors") OR (MH "social norms") OR (MH"interpersonal relations+") OR (MH"social class +") OR (MH"social capital") OR (MH"social marginalization") OR (MH"hierarchy, social") OR (MH"family relations") #9
(MH"social attitudes") OR (MH"gender bias") OR (MH"attitude of health personel+") OR (MH"cultural values") OR (MH"social norms") OR (MH"social values+") OR (MH"sex factors") #10
(MH"Developing Countries") #11
(MH"Developing Countries") OR (MH"Asia+") OR (MH"Africa+") OR (MH"Pacific Islands+") OR (MH"Low and Middle Income Countries") #12
(DE "community health services" OR DE "maternity services" OR DE "public health services" OR DE "traditional health services" OR DE "barefoot doctors" OR DE "medical auxiliaries") #13
(((DE "gender relations" OR DE "women's status") AND (DE "family life OR DE "social status")) OR (DE "social mobility" OR DE "vertical mobility")) OR (DE "social stigma") #14
DE • Studies where the CTC provider fits the definition used for this project: "any health worker carrying out functions related to health care delivery; trained in some way in the context of the intervention, and having no formal professional or paraprofessional certificate or degree in tertiary education."
• Studies pertaining to low and middle income countries
• Commentaries, narratives and opinion pieces • Systematic or literature reviews • Studies involving CTC providers with professional certifications and tertiary education
• Studies pertaining to high income countries
